The Growth of Knowledge of Acute Abdominal Diseases 1800 -1900 by Sir Zachary Cope MS (London) In 1800 knowledge of acute abdominal disease had not advanced very far since the time of Hippocrates, though between 1700 and 1800 there had been indications that the rate of progress would soon increase.
Inasmuch as even today, with every modern diagnostic facility, it is not always easy or even possible to make a correct diagnosis of an intraabdominal crisis, it is no surprise that Hippocrates, who was never able to confirm his ,diagnosis by operation on the living or examination of the dead, preferred to concentrate on the symptoms and prognosis of disease. In acute abdominal disorders he recognized two main conditionscolic or severe abdominal pain from which recovery often took place, and ileus or iliac passion from which the patient seldom recovered. Ileus was thought to be, and usually was, an obstruction of the bowels, and the symptoms were severe pain, vomiting (often fiuculent), sometimes fever and hiccup, and as a rule a fatal issue within seven days. It is not without significance that the -best-known description by Hippocrates is that of the Hippocratic facies. Galen shrewdly commented that Hippocrates described only late cases of abdominal disease, but Galen himself got little further than his famous predecessor. Indeed, for two thousand years ileus was the name given to every fatal case of acute abdominal disease. In the time of Queen Elizabeth I, Barrough described ileus at greater length but not more clearly than Hippocrates.
Both Hippocrates and Galen, however, recognized that the early stages of ileus might be inflammatory in origin, and occasionally an abscess might come to the surface and be opened.
Since ileus covered a multitude of conditions, advance in diagnosis depended upon a differentiation of the earlier stages of the disease, and the first condition recognized and separated off was a strangulated hernia, which caused an obvious Paper swelling, often of sudden onset, leading to fatal ileus. Strange to relate, Celsus described an operation for ordinary hernia but none for a strangulated hernia. In the Middle Ages there were some travelling herniotomists and in the sixteenth century (1556) Pierre Franco published a book with a detailed description of an operation for strangulated hernia, but very few surgeons did the operation.
Between 1700 and 1800, however, several advances were made, for post-mortem conditions were beginning to be known. Bonet's 'Sepulchretum' was published in 1679 and in the mideighteenth century the great work of Morgagni appeared. It was in the eighteenth century that obstruction of the large bowel was first clinically recognized and diagnosed, for in the first half of that century Velse recorded a successful operation for intussusception, while in the second half Pillore successfully performed a cwecostomy for large-bowel obstruction. Moreover, Cheselden saved the life of a patient with strangulated umbilical hernia by cutting away a large segment of gangrenous bowel. About 1780 also Cullen observed inflammation of the peritoneum and coined the term peritonitis to describe it, though he frankly admitted that he did not know how to recognize it clinically. Finally in the eighteenth century, the first inflamed vermiform appendix was seen and removed by Claudius Amyand of St George's Hospital. Amyand operated on an inflamed inguinal hernia in a boy and found within the sac an inflamed appendix which contained a pin. He tied off the appendix and removed the inflamed part, and the boy made a good recovery (1736).
These preliminary remarks are necessary because the views about ileus and iliac passion persisted until the middle of the nineteenth century, when their obituary notice was written by Trousseau: 'Ileus, volvulus, iliac passion and vomitus stercoris, were the names formerly given to the malady characterised by a complete cessation of alvine evacuations, accompanied by violent, incessant and intractable vomiting, by tympanitic distension of the abdomen, acute painsymptoms almost invariably leading to a fatal issue when the patient has been left without treatment, and often even when the most active measures have been resorted to. This disease was formerly considered as an affection essentially spasmodic.... In our day, internal strangulation is the term substituted for the names I have just mentioned. ' Trousseau did not include paralytic obstruction in his definition. Two important conditions gradually became recognized in the nineteenth century. The first was the most common acute abdominal disorder -the acute inflammation which begins in the right iliac fossa and often leads to the formation of a swelling in that regionlater known as perityphlitis, and then as appendicitis.
The first significant observation was that made by John William Keys Parkinson, and communicated to the Medico-Chirurgical Society on January 21, 1812, by his distinguished father James Parkinson. An inflamed perforated vermiform appendix was shown to the members of the Society, and it was stated that it had been removed post mortem from the abdomen of a boy aged 5 years who had died from peritonitis resulting from the perforation. The condition had not been correctly diagnosed before death but the perforation was clearly recognized as the cause of the trouble.
Tlwelve years later, in 1824, in Paris, Louyer-Villermay read a paper in which he related 2 cases in each of which death had occurred within a few days of the onset of acute abdominal pain; and at the post-mortem examination in both cases a black and gangrenous vermiform appendix had been found, and no other lesion.
Three years later, in 1827, F Melier gave details of a case similar to those of Louyer-Villermay and added seven other observations of a similar nature made by doctors known to him. In Melier's case the appendix, at the autopsy, was almost as big as a gall-bladder and fical material was escaping from a perforation. Melier called attention to the sequence of the symptoms in his case.
The way now seemed clear for the incrimination of the appendix as a cause of right iliac inflammation, but also in 1827 appeared an article by Husson & Dance who related 15 instances of inflammatory masses in the right iliac fossa, with recovery in most cases. The only autopsy recorded showed an abscess behind the caecum but no ulceration within that organ. The vermiform appendix was not mentioned in the report. The authors commented: 'Is it not probable that the primary inflammation in this region arose in the cellular gme which surrounded the cmcum ?'This paper by son & Dance, which provided very little patholo*l evidence upon which to base an .pi.)AP., w .cepted by several well-known doctors in France as an authoritative source, and even Melier was shaken in his opinion. Teallier and Meniere independently published a series of cases which appeared to incriminate the cawm as the origin of the condition, and then in 1830 appeared Goldbeck's thesis. Goldbeck was a ybung man who, when in search of a suitable subject for his qualifying thesis at the University of Giessen, was advised by Professor Puchelt to take up the question of right iliac suppurative masses. This he did and his starting point was the article by Husson & Dance. From the literature Goldbeck collected 30 clinical cases and related 5 other cases known to him. Most of the cases recovered and provided no pathological evidence, and the few which came to autopsy seem to have been carelessly examined. Yet the conclusions reached by the enthusiastic young man were 'that the essential nature ofthe condition consists in apreliminary inflammatory irritation of the mucosa of the cwecum causing inflammation of the underlying cellular tissue'.
Perhaps the unproved view that the inflammatory trouble began in the cellular tissue round the caecum would not have become popular if Goldbeck had not given a name to the condition. In an addendum to his thesis he wrote as follows:
'In order to prevent misdiagnosis and misunderstanding it is therefore much to be desired that that particular kind of inflammatory swelling whose characteristics I have given above, and whose symptoms are so peculiar, should be designated by a special name so that differentiation from other inflammatory and particularly from painful inlammatory swellings in this region may not be difficult. I therefore venture to propose the designation "Pentyphlitis" for the disease in line with the idea of its nature given above.' Goldbeck's new word 'perityphlitis' became popular and his theory as to the cause of the right iliac phlegnon was widely adopted. In France Dupuytren and in Germany Albers supported his views; the latter published an article in which he elaborated Goldbeck's views. Louyer-Villermay and Melier were overlooked or forgotten.
In England, however, Burne, of Westminster Hospital, published two papers, the first in 1837 and the second in 1839, in which he related cases of perforated ulceration of the cwcum and of the appendix. He certainly saw and described instances of acute perforative appendicitis, but seemed to incline to the view that the cacum was more often at fault, and therefore called his paper 'Typhlo-Enteritis,' which certainly did not emphasize the part taken by the vermiform appendix in causation.
In the year in which Burne's second paper appeared -1839was published the first volume of Bright and wn's 'Elements of the Practice of 6-
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Medicine' in which, under the heading 'Inflam-mation of the Cecum and Vermiform Appendix', there is an excellent description of what we now know as appendicitis; at theend of this the authors state: 'From numerous dissections it is proved that the fiecal abscess thus formed in the right iliac region arises, in a large majority of cases, from disease set up in the appendix c2ci. It is found that this organ is very subject to inflammation, to ulceration and even to gangrene.' From the wording of that extract there can be no doubt that Bright & Addison had seen many such cases and had made up their minds as to the correct pathology of the condition. It is a pity they did not coin the word appendicitis. James Copland (1844) recognized that disease might arise in the appendix.
In France E Leudet in 1859 published an excellent paper entitled 'Researches anatomical, pathological and clinical on ulceration and perforation of the vermiform appendix'. In this paper he came to the firm conclusion: 'Perforation of the appendix is more common than any intestinal perforation. The complications are local or general peritonitis, or abscess of the liver; it can result in cure but in a small number of cases, rapid death.' His advice on treatment was sound: 'Don't give purges or enemata, but give opium and belladonna, and fluids in moderation. ' Only two surgeons took any part in the treatment of right iliac inflammatory conditions at this time -Henry Hancock and Willard Parker.
In 1848 Henry Hancock of Charing Cross Hospital operated upon a patient who was very ill owing to a local right iliac peritonitis, and let out an accumulation of offensive matter; some days later two concretions escaped, 'which from their size', Hancock commented, 'I should imagine had been impacted in and escaped by ulceration from the appendix vermiformis'. He added: 'I know of no instance on record where the abdomen has been opened under the circumstances detailed above; . . . but I trust that the time will come when this plan will be successfully employed in other cases of peritonitis terminating in effusion and which usually end fatally.' But he never recorded another similar case. The other surgeon was Willard Parker, who recommended operating for abscesses in the right iliac region before they came to the surface and caused fluctuation; but he contributed nothing to the vexed problem of vetiology of those abscesses.
It is very strange that the recommendation to operate for the condition should have been more insistent from the physicians than from the surgeons. In 1884 Samuel Fenwick, of the London Hospital, wrote of appendicular disease, and, though he considered it a rare condition, rather belied that statement by saying that he had seen 5 cases of perforation of the vermiform appendix during the previous twelve months. He made this recommendation to the surgeons: 'Theoretically it would seem to be much better if we could cut down upon the appendix as soon as the diagnosis was tolerably certain, tie it above the seat of perforation, and remove from its neighbourhood any concretion or decomposing material that might be the cause of irritation.' Fenwick's advice was not followed and it remained for Reginald Fitz in 1886 to write the classical article on disease of the vermiform appendix, to name the disease appendicitis, and to stimulate the surgeons to take action. The names of Kr6nlein, Morton, Hall, and also Sands, Murphy and McBurney are all associated with the early operation for appendicitis, but Shepherd has rightly called attention to the fact that Lawson Tait performed appendicectomy for an acutely inflamed appendix as early as 1880. That he had little influence in advancing the popularity of the operation was due to two facts: he did not publish the account of his early operation until 1890, and by that time he had changed his opinion and did not recommend removal of the appendix.
Perforated Gastric Ulcer
The diagnosis of the perforation of a gastric ulcer was differentiated sooner than that of appendicitis, probably because its usual dramatic onset was less equivocal than the sometimes insidious evolution of appendicitis. The first mention of the finding of a perforation of the stomach post mortem will be found in the Philosophical Transactions for 1727 in which Christopher Rawlinson related how he found a preternatural perforation in the upper part of the stomach, and four quarts of a whitish fluid within the peritoneal cavity. Little was to be learnt from his account. The second account of a gastric perforation is to be found in Matthew Baillie's atlas of, morbid anatomy published in 1799. The text accompanying the illustration runs: 'An ulcer of a round shape which had eat through a part of all the coats of the stomach. Its edge is almost smooth, and the parts immediately surrounding it, are nearly of their natural thickness. From Mr Hunter's Museum.' It would therefore seem to be an acute ulcer and from the beginning of the nineteenth century this condition was known, for numerous case records were published during the first four decades. In Abercrombie's well-known work on diseases of the stomach, published in 1828, 4 cases of perforated gastric ulcer were included, 2 of them being in young women, as was common at that time and for many years after. Abercrombie also recorded 2 cases of perforation of a duodenal ulcer, a condition whikh was much less common then than it is now. Moreover, he included an excellent description of the clinical symptoms of duodenal ulcer, to which I have seen no reference in modern accounts of that disease.
The diagnosis of perforated gastric ulcer was put on an accurate basis in 1842-3 by Edwards Crisp, a man who did much to advance the diagnosis of acute abdominal disease, certainly more than any of the contemporary surgeons.
Crisp related some cases of his own and of his acquaintances, and collected over 50 cases from the literature. By a close study of these accounts he gave an excellent and true clinical picture of the catastrophe, emphasizing the sudden violent pain extending all over the abdomen, the spasmodic contraction of the muscles of the abdominal wall, the anxious countenance, the pulse at first sharp and later small and thready, and the clearness of the intellect. Finally he concluded: 'The symptoms produced by perforation of the stomach are so peculiar that I can scarcely imagine it possible for a man who has seen one case to fail in his diagnosis.' Without going so far as that, it is clear that Crisp taught the profession how to diagnose perforation of a gastric ulcer, and we find reference to his work in Ballard's book 'On Pain after Food,' published in 1854. Crisp was pessimistic as to operative treatment: 'After the perforation has taken place I apprehend that the case must be considered hopeless.' But Crisp was writing before anesthetics and antiseptics were available and one can sympathize with his comment: 'In the present state of abdominal surgery the operation of cutting into the abdomen and tying the aperture may be considered too quixotic to mention.' Within five years of his paper, however, anesthetics were introduced, though fifty years passed before a successful suture of a perforation was performed.
Why was there this delay?
The answer is, I believe, simple but rather surprising. Surgeonsknew that peritonitis followed the perforation of a gastric ulcer, and, since they thought acute peritonitis was an inevitably fatal condition they could see no advantage in opening the abdomen to close the gastric perforation. But why did they consider it futile to operate in the presence of peritonitis? This, I think, followed from their experience of the only major intra-abdominal operation that was practised during the first half of last centuryovariotomy. When peritonitis supervened after ovariotomy the result was almost always fatal, and it became a fixed idea that it was of no avail to interfere if peritonitis had supervened. Pylorectomy was successfully performed by Billroth before anyone even suggested that it might be possible to suture a perforated ulcer. Indeed, it was in an article on pylorectomy published in 1882 that the first suggestion was made by Kuh, who wrote: 'with an already perforated ulcer a quick opening of the abdomen and suture of the stomach would not be too rash an undertaking.'
The first suggestion in this country that operation for gastric perforation should be-undertaken was made by N C Dobson of Bristol in 1883.
After watching a patient die after such a perforation, he wrote as follows: 'It appeared to me, especially by the light of the post-mortem appearances that if one had the courage of one's convictions some attempt might have been made to rescue the patient by surgical means.... So far as I know no suggestion has yet been made to treat surgically such a condition.... If on the other hand we are content to accept Leube's opinion "that when perforation occurs . . . the only treatment in most cases is to induce euthanasia. ...". Dobson did not perform such an operation and it was left to the Austrian surgeon Mikulicz, in 1884, to challenge the current view and to advocate operation in cases of perforation of the stomach and intestines. He successfully diagnosed a gastric perforation and operated, but the patient did not recover.
At the same time traumatic injuries came under review and in 1883 Kocher successfully sutured a gunshot perforation of the stomach. Others made unsuccessful attempts for similar injuries. After the more hopeful view put forward by Mikulicz several surgeons on the Continent and in this country operated unsuccessfully for perforated ulcer. J W Taylor operated in October 1887 on a girl aged 16 who had all the symptoms of perforation which had occurred more than twenty-four hours previously. No attempt to find the perforation was made' but the abdominal cavity was. washed out and the pelvis drained. A month later the patient coughed up pus and a week after this the chest was opened to drain an empyema. Finally intestinal obstruction supervened and the patient died. The recommendation was made that in such cases the abdominal cavity should be opened by a suprapubic incision, the peritoneal cavity washed out, and that it would be unwise to go beyond this because of the collapsed condition of the patient and the ulcer was often on the posterior wall of the stomach.
When one reads such a recommendation one is scarcely surprised that it was not till 1892 that the first successful suture of a perforated ulcer of the stomach was performed. The surgeon was Ludwig Heusner of Barmen and, since the case was recorded by Kriege, the general practitioner who attended the patient, there has sometimes been confusion as to who actually performed the operation. The story of the operation I have related elsewhere (Cope 1939). In this country the first successful operation was performed by Section of the History ofMedicine Hastings Gilford of Reading, but the first published successful case was that of Morse of Norwich, who operated on a 20-year-old woman five and a half hours after perforation had taken place. A cannula was inserted into the stomach through the perforation and the viscus was washed out. The opening was closed by Lembert sutures and then the peritoneal cavity was washed out with seventeen pints of hot water at a temperature of 1050 F. Many years ago I had the pleasure of meeting the doctor who gave the anesthetic to this patient -Dr Burton-Fanningbut he was unable to give me any fresh information about the case.
Within a few years of these operations the suture of a perforated gastric ulcer had become a routine procedure, though, owing chiefly to the fact that the patients were not operated upon as early as one could wish, the mortality for some years remained about 25 %. Nowadays that figure has been reduced to under 10 %. One ought to add also that with the advent of intravenous methods of administering nourishment, and intragastric intubation, it is now possible in suitable cases to obtain healing of a perforated ulcer without operation.
Gall-bladder Surgery (Acute) What was the condition of acute gall-bladder surgery in 1800? It was well known that inflammatory swellings arose in the right hypochondrium, due sometimes to abscess of the liver and at other times to inflammation of the gall bladder. These abscesses occasionally became superficial and were opened by the surgeon, gall-stones sometimes escaping. In 1743 Petit had shown that there was danger in operating unless it were known that the gall-bladder was adherent to the parietes; in 1800 it was the custom, if the gallbladder was enlarged but not adherent to the parietes, to make an incision down to the peritoneum, place caustic potash at the bottom of the wound so as to promote adhesions between the gall-bladder and peritoneum, and only when that had taken place to make an incision into the gallbladder.
No improvement on this suggestion was made for fifty years but in 1859 (by which time anesthetics were in use) a physician-pathologist, Dr Thudichum, made a recommendation that, in cases in which the presence of calculi was fairly certain, it would be feasible and safe to make an incision, bring the gall-bladder into the wound, fix it there and in a few days open it to form a fistula which in due course could be explored and the calculi removed. No one appears to have acted upon this suggestion at the time, so that it was left to John Stough Bobbs of Indiana to perform the first cholecystotomy in 1867. Bobbs had to deal with an abdominal cystic swelling which he thought was an ovarian cyst, but it proved to be a gall-bladder containing stones, which he extracted. The patient made a good recovery.
In Europe three surgeons in 1878 performed cholecystotomy: first Marion Sims, then Kocher and finally W W Keen. Sims's patient died a week later and Keen's patient did not recover, but Kocher's patient (who was operated on in two stages) made a good recovery. In spite of the priority which these surgeons undoubtedly possess, it was probably Lawson Tait who made the operation of cholecystotomy popular; for, though he did not perform his first operation of that kind till August 1879, he at once saw the great possibilities opened up and by 1889 he had performed 55 such operations with only 3 fatal results. By 1889 also Tait had operated upon 17 patients for urgent symptoms due either to liver abscess or hydatid disease. His first operation for hydatid disease was performed in August 1880 on a patient who was vomiting so urgently that death was supposed to be imminent, yet she made a good recovery.
Intestinal Obstruction
This is too big a subject to consider fully here.
Obstruction of the colon and rectum was commonly recognized from the early part of the eighteenth century. Obstruction of the small bowel was only gradually recognized and diagnosed during the nineteenth century and even now may cause considerable difficulty.
Hemorrhagefrom a Ruptured Ectopic Gestation Yet another physician, this time a general practitioner, was indirectly responsible for the introduction of an operation which has saved many lives. I refer to the operative treatment of massive hemorrhage from a ruptured early ectopic gestation. From time to time fatal hcmorrhage from a ruptured ectopic gestation sac had been known to occur and, before the introduction of anrsthesia, no one suggested that any operation could be done to stop it. After anesthetics were available voices in favour of operative interference were occasionally heard. In 1849 Harbert wrote: 'Whether the Cesarean operation would promise anything in similar cases were the diagnosis made in time is an inquiry that can only be answered by observation and experience.' Again, in 1866, Stephen Rogers of New York proposed that in undoubted cases of severe hxemorrhage from a ruptured sac the abdomen should be opened and the bleeding vessels ligated. But it remained for John S Parry of Philadelphia, in 1876, to marshall all the facts, to show that in the majority of cases of a ruptured early ectopic sac a fatal issue was to be expected, and to recommend operative interference to prevent such a calamity. It must be remembered that the majority of obstetricians were not at that time in favour of operation. Let me quote from Parry's argument;
'From the middle of the eleventh century when Albucasis described the first known case of extrauterine pregnancy, men have doubtless watched the life ebb rapidly from the pale victim of this accident as the torrent of blood is poured into the abdominal cavity, but have never raised a hand to help her. Surely this is an anomaly and it has no parallel in the whole history of human injuries. . . . In the whole domain of surgeryfor we cannot look to other than surgical measures under the circumstancesthere is now left no field like this.... The only remnedy that can be proposed to rescue a woman under these unfortunate circumstances is gastrotomyto open the abdomen, tie the bleeding vessels, or to remove the sac entire.' Parry stated that the only impediment was the uncertainty of diagnosis but that with care a reasonably certain diagnosis of rupture of the sac was possible. He added that surgeons had been deterred from operating by the fear that they could not stop the bleeding, but he scouted this objection and said that the ovary or tube or even the uterus might need to be removed. But he made it clear that most dangerous cases of rupture took place in the first four months of gestation and he thought the bleeding could then be controlled.
Certainly Parry made out a strong case for operation, but I am not sure whether the man who first performed such an operation had read Parry's words beforehand. Anyway this is what happened in Birmingham five years later: in the summer of 1881 Dr Hallwright, a general practitioner, diagnosed a patient as suffering from ruptured ectopic gestation and, according to Lawson Tait, made the bold suggestion that Tait should operate and remove the ruptured tube. Tait, bold surgeon as he was, remarked: 'The suggestion staggered me and I am ashamed to have to say I did not receive it favourably.' The patient died and post-mortem examination proved the diagnosis to have been correct. Two years later Tait was called to another similar case and he operated, but there were many adhesions, he did not go straight to the main source of bleeding, and the patient died. Two months later he had a third patient suffering from the same complaint. This time, after opening the abdomen, Tait went straight for the right fallopian tube which had ruptured, tied and removed it, and the patient did well. Thus on March 1, 1883, was performed the first life-saving operation on a patient suffering from bleeding from a ruptured tubal gestation sac.
It is perhaps a fact worth remembering that the first planned appendicectomy for acute appendi-citis, the first successful suture of a perforated gastric ulcer, and the first successful operation for bleeding from a ruptured gestation sac were all performed during my lifetime.
